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T HE core curriculum concept was introduced as a strategy to overcome the overload of medical students with factual information (1, 2) . Core includes learning objectives or outcomes required by all students, whereas electives allow students in-depth studies of areas of particular interest to them. In 1971, the British General Medical Council recommended that approximately two-thirds of the undergraduate curriculum should be made up by compulsory elements leaving one-third of the total curriculum to electives (1, 2) . Recently, the World Federation for Medical Education stated that medical schools must define learning objectives, and that the defined objectives must relate to students' postgraduate training, and should be based on inputs from a wider range of stakeholders (3) . A systematic and optimal curriculum design process therefore involves a wide range of stakeholders, obtains balance between core and electives, and links objectives to postgraduate training.
In this context of core curriculum design, emergency medicine is of particular interest. Emergency medicine implicates a combination of theory, skills, ethics, and personal qualifications and contains learning objectives that should be mastered by any doctor. Competence in the field is further developed during internship. This makes it interesting to decide which objectives are basic. The decision of what to include as core objectives is not a matter-of-course. Within the domain of undergraduate emergency medicine, medical schools, associations, and experts differ considerably in what they include in the core (4) (5) (6) (7) (8) . They differ in the total number of objectives included, as well as in which objectives they include. In Denmark and other Scandinavian countries emergency medicine is not an official specialty. This also increases the number of potential stakeholders. At the time of the interviews, we did not offer an emergency medicine course at the University of Aarhus.
The purpose of this study was to test, whether focus group interviews can be feasibly applied to develop undergraduate emergency medicine core objectives incorporating views of different stakeholders familiar with competencies expected from newly graduated physicians. We also explored stakeholders' experiences and attitudes toward learning objectives.
Method
The focus group method is a research technique collecting data through group interaction on a topic determined by the researcher (9) . As other qualitative methods, the focus group method permits researchers to study questions in-depth without being constrained by predetermined categories of analysis, and produces a wealth of detailed information about a smaller number of people (10) . Focus group interviews suited our purpose well, because one aim of the study was to explore stakeholders' experiences and attitudes toward learning objectives. Focus groups provided us with data on what participants thought about learning objectives, how they thought about it, and why they thought the way they did.
In the period 8 May 2001-22 January 2002, we interviewed 12 homogenous focus groups within all 88 house officers (HOs), senior doctors with HOs working as their 'front line', nurses with HOs on call, and medical students (Table 1) . Participants were sampled purposefully from Aarhus University, the university hospital, and local hospitals. Doctors and nurses represented a range of specialties. Two of the nurses were ward managers. Two of the senior doctors were consultants, the remainder specialist registrars. We recruited up to 10 participants per focus group systematically using multiple strategies. Group 1 was interviewed first, group 14 last. Groups 6 and 10 were cancelled due to failing participation. Instead, groups 13 and 14 were recruited and interviewed. Participants were compensated with 500 DKK(66 Euro).
The focus groups were informally conducted using a standardized interview guide and a higher level of moderator involvement (10) . Each interview lasted 2 h. Participants first shared experiences and expectations of emergency medicine. After this, they discussed what would be the most important things to learn about acute patients as a medical student? This was followed by: Which clinical skills must newly graduated physicians master to be able to take care of emergency patients? Which conditions must newly graduated physicians master concerning initial diagnosis, examination and treatment? Finally, participants were asked to reflect on goals and objectives. During the last interviews, the core of objectives stabilized. No new themes or argumentations emerged, but new learning objectives were still suggested.
Interviews were recorded and discs stored with participants' consent. We anonymized participants during transcription. We coded the transcribed text using the software Ethnograph. The codebook was built up as a template (11) based on pre-existing knowledge, literature, and the first four focus group interviews. The final codebook contained 268 items, of which 196 were learning objectives. This article only reports on the part of the codebook consisting of the 196 objectives. Following content coding, we analysed by condensation, pattern coding, categorization, and displaying (12) . We included a qualitative content analysis to detect patterns and augment interpretation (13) . The researchers reached consensus on the codebook, difficult and critical parts of coding, categorization, and interpretation as a part of validation A. M. Mørcke et al. (12) . Tapes and discs could be reanalyzed. Coding and search strategies were saved via Ethnograph. We decided to include an objective in the undergraduate emergency medicine core curriculum, if participants agreed upon the objective. We defined agreement as: At least one focus group of both students, HOs, senior doctors, and nurses decisively pointed out the objective. We did not follow this rule concerning four objectives. In these four instances, one single participant could not accept an objective, which was definitely pointed out by the other focus group participants. As an example, one student did not find that setting up an i.v. drip was a core objective.
The ethical committee does not approve (or disapprove) descriptive curriculum research. The Danish data register (Datatilsynet) found that this research involved no sensitive or personal data. The head of department, Berit Eika, authorized the study.
Results
The focus groups discussed 196 learning objectives. Senior doctors pointed out 115 objectives. Nurses pointed out 104, students 100, and HOs 86 objectives. Participants agreed that newly graduated physicians should master the 43 objectives listed in Table 2 : history taking, 21 clinical disorders, 15 practical skills, two specific diagnostic skills, two general diagnostic skills, and two leadership skills. Apart from these 43 objectives, participants gave very different priorities to knowledge about clinical disorders, practical clinical skills, communication, leadership, and 'the art of medicine' (Table 3) . 'The art of medicine' covers complexity of patient handling and integration of knowledge, skills and attitudes. Generally, students gave top priority to knowledge about clinical disorders. HOs prioritized practical skills. Nurses gave top priority to communication and leadership, whereas senior doctors primarily discussed 'the art of medicine' as core.
Clinical disorders
The focus groups agreed on 21 clinical disorders, where newly graduated physicians should master initial examination, diagnosis, and treatment (Table 2) . Students particularly discussed knowledge of clinical disorders and found this most important. Nurses pointed to the same number of clinical disorders as students -46 -but did not stress this part of the curriculum as much as students. We found large differences in which disorders the different stakeholders found important. Students and HOs, for example, pointed out delirium. But most participating senior doctors did not expect their HO to be able to handle a delirious patient. Students, HOs, and nurses, but not senior doctors pointed out objectives like burns, commotio, and acute alcohol intoxication. Table 2 The undergraduate emergency medicine core curriculum agreed on by the focus group participants. 
Practical skills
Agreement between participants on practical skills was lower than on clinical disorders. In all, 91 practical skills were discussed, but participants only agreed upon 15 ( Table 2) . During interviews, nurses and particularly HOs stressed the importance of including practical skills in the undergraduate emergency medicine core curriculum. In contrast, senior doctors often argued that practical skills could be postponed to the internship. When we counted how many practical skills participants included in the curriculum, we found that senior doctors included more practical skills than students, HOs, and nurses. Senior doctors pointed out 30 practical skills that HOs did not find to be core. Skills included only in senior doctors' core skills list were, for example, test for neck stiffness, anterior rhinoscopy, urine pregnancy test, urine microscopy, and set up a blood transfusion.
Communication
The ability to take a history was the only one of the 11 discussed communicative skills that was agreed upon by all participants. Nurses generally found communicative skills very important. Students hardly included any communicative skills as undergraduate objectives. Physicians included ascertain the patients' informed consent in the core curriculum. Nurses never mentioned this. Senior doctors all pointed out giving a summary as a very important core objective, but were the only ones to do so. Senior doctors and nurses wanted newly graduated physicians to master communication with the team. HOs found this too difficult or impossible to learn pregraduately. Nurses included talking to and briefing patients' relatives. The other stakeholders strongly disagreed with peers and nurses on that topic.
Other objectives
Participants also discussed 30 other objectives in the fields of diagnostics, leadership, self-care and coping, and knowledge about principles of, for example sanitization, patient safety, preoperative preparation, Glasgow Coma Score, and i.v. fluid administration. Disagreement on these objectives was pronounced and participants only agreed on six of the 30 other objectives discussed. Senior doctors and nurses wanted to include most objectives in this category. Senior doctors often complained that HOs were too dependent on diagnostic examinations (See textbox). But, when asked if a newly graduated physician should be able to interpret a specific result, senior doctors actually often expected them to master it. Apart from ECG, HOs hardly occupied themselves with diagnostic examinations during interviews. Two specific diagnostic examinations were included in the undergraduate emergency medicine core curriculum (Table 2) . Intense discussions developed in all groups on general diagnostic skills. Two of these objectives were included in the core: diagnostic reasoning and getting a clinical impression of the patient. Participants recognized that these two objectives are difficult to teach and learn, but nevertheless found them the most essential in the curriculum (See textbox). Leadership skills were also intensely discussed and connected to the undergraduate emergency medicine core curriculum by physicians and particularly nurses. In contrast, students rarely discussed these skills. The two included objectives within this domain were that newly graduated physicians can lead the team during the initial acute phase and know their own limitations and ask for help (Table 2) . Senior doctors and nurses uniformly demanded that newly graduated HOs could make the necessary acute decisions and prioritize tasks. Students and HOs postponed these objectives to internship.
Discussion
Focus groups involving medical students, HOs, senior doctors, and nurses could develop an undergraduate emergency medicine core curriculum. The defined objectives related to students' postgraduate training as HOs. However, participants had very different perspectives on the curriculum and gave different priorities to knowledge about clinical disorders, practical clinical skills, communication, leadership, and 'the art of medicine'. Our main conclusion is therefore a call for caution. We think that it is necessary to achieve local consensus on what is core curriculum and secure context and ownership to undergraduate emergency medicine core curricula before and during implementation. Focus groups could be one very practicable part of this. The size of the undergraduate emergency medicine core curriculum can definitely be disputed. We only included 43 of the 196 suggested objectives. Ringsted et al. surveyed support among consultants for an assessment programme with 21 objectives covering first-year residency in anaesthesiology (14) . They found excellent (75%) support. This support could be connected to the fact that they developed such a small core curriculum. As mentioned in the introduction, the General Medical Council recommends that the core cover approximately two-thirds of the total undergraduate curriculum, but gives no answer to the question about the size of the core of undergraduate emergency medicine.
We confirmed that the decision of what to include as core objectives is also disputable. What one person found important was considered to be absolutely peripheral by another. What one focus group accepted unanimously, another rejected. The core objectives we found resembled but were not the same as other emergency medicine curricula (4) (5) (6) (7) (8) . These curricula also differ. This has convinced us that the search for one 'correct' core is in vain. We question the assumption that a curriculum decided by an expert committee, however well designed, will be fully accepted by the other stakeholders, who are going to implement and live with it.
Involvement of a wider range of stakeholders can be part of a strategy to discuss and overcome different priorities and expectations. Decision-makers are 'natural' stakeholders, since they make the decisions. But who are the other stakeholders of undergraduate emergency medicine? We interviewed stakeholders, who were directly and daily involved in the clinical education of -and held a work relation to -newly graduated doctors. This included house officers (HOs) and senior doctors with HOs working as their 'front line. ' We also interviewed nurses with HOs on call. This was based on the assumption that these nurses work closely together with HOs and often participate in their daily training. Nurses' attitudes and expectations to the results of undergraduate medical education thus have major practical implications for the working life of newly graduated physicians. Medical students were also included as educational stakeholders, since their education was explored. Other possible stakeholders could be faculty, patients, hospital administrators, professional organizations, clerkship directors, residency programme directors, and experts (1, 3) . We recognize that the developed core curriculum reflects our choice of stakeholders. Implementation successes happen where goals and methods are modified to suit the needs and interests of the local staff (15) . Local factors decide which stakeholders to involve.
If participants in a focus group perceive each other to be different, their willingness to discuss a topic together can be severely impaired (9) . We therefore decided not to mix different stakeholders in a focus group. The choice of 10 participants per group was pragmatic and according to standards. We recruited participants systematically using multiple strategies. This is recommended as a strategy to avoid overreliance on accessible and elite informants (12) . We had substantial difficulties recruiting senior doctors and had to give up focus group interviews with senior doctors at three hospitals due to failing participation (groups 6 and 10). From telephone conversations with senior doctors who did not participate, we found that the main reason for this usually was work overload and rarely disinterest in the topic. It is common practice to compensate focus group participants (9) . We have no reason to believe that the amount of money (500 DKK) offered in this study could cause bias with respect to our purpose.
The focus group method has limitations, since the results are closely tied to the context. Purposeful sampling -as opposed to randomization -impairs generalizability. If one needs to generalize data, one has to conduct a larger survey that can support statistical conclusions. But focus group interviews are excellent for exploring and securing local support for a core curriculum. A new series of focus groups discussing the same questions could give a different result, since each focus group is unique with its own group dynamic that cannot be repeated (9) . We therefore interviewed three times four focus groups. Thereby, we achieved a high level of data saturation, where objectives and argumentations were repeated. In conclusion, running a series of focus group interviews to get access to stakeholders' experiences and attitudes on core objectives was feasible and can be used as a tool in the curriculum design process.
